Health Teams (CMHT) and memory clinics, which are provided within a framework determined by local Clinical Commissioning Groups.
today are the cornerstone of the diagnosis of dementia. 6 Both services complement support provided by informal carers (family members) or paid carers in respite care and home care services. The latter are usually delivered outside of the NHS either by statutory (local government) or more often non-statutory (not-for-profit or for profit)
providers. Social care provision is means tested unlike health care
which is free at the point of delivery.
General Practitioners (GPs) within primary care are the principal source of referrals to memory clinics and CMHTs. In turn, these services signpost useful avenues of help to patients and carers, and
CMHTs also coordinate their support in later stages of dementia.
Together, these resources aim to help avoid unnecessary use of specialist inpatient services. The overall goal is to provide support at home and allow access to inpatient secondary health care that is timely and appropriate to individual needs, potentially accruing benefits to the service user, their carers, and the NHS in terms of reduced costs and inappropriate use of resources. However, little is known The questionnaire was informed by a conceptual framework (SITE -Table 1 ) 7 and by the work of Goertz 8 who identified 3 levels of concept: basic, secondary, and indicator. "The basic and secondary levels are in reality the theory of the concept; while the indicator/ data level is the connection to measures and data collection". 8(p10) In this, home support for people with dementia and their carers constitutes the basic level of the SITE concept, permitting the identification of secondary level attributes which are measured and operationalised by indicators, the third level of the concept. The SITE concept is based on the 4 domains of inquiry; Support (S), Information (I), Therapy (T), and Education (E). Each domain consists of different components of home support, summarised as attributes and operationalised into 14 indicators, the sum of which produced an overall SITE score. Services for carers are not included in this framework but were included in the survey.
A cross-sectional study design 9 
Key points
• Little is known about the specialist mental health services received by people with dementia living at home.
• Whilst some CMHTs and memory clinics were combined, in most areas they were separate services.
• MHTs had more staff and a wider range of activities compared with memory clinics, reflecting different functions.
• Most activities focused on the person with dementia rather than carers.
comparison, the lowest response rates about services were in the East of England (64%) and the London region (52%).
Respondents were from a variety of backgrounds. Almost half (46%) were managers and a quarter (26%) were medical staff -facilitating access to community facilities
Emotional support -to help people manage difficult feelings and emotions that can occur due to the impact of dementia.
-accompany service user to appointments
Physical activity -to provide meaningful and engaging experiences to counter difficult behaviours.
-promote outdoor mobility
Environmental modifications -to lessen agitation and/or wandering and promote safety.
-monitoring risk -safety in food preparation and storage
Daily living assistance -to maintain nutrition and help with activities of daily living.
-maintenance of activities of daily living -maintenance of instrumental activities of daily living Information Facts and advice -to provide guidance about topics related to dementia.
-condition and its consequences -legal matters -signposting to organisations and support groups Therapy Behaviour management -to modify factors which can lead to difficult behaviour.
-helping to manage challenging behaviours -monitor medication compliance and observe for side effects
Education
Cognitive training -to enhance and stimulate cognitive functions -advice on using memory aids Sensory enhancement/relaxation -to counter the negative sensory deprivation/stimulation associated with dementia.
-relaxation techniques
The overall SITE score ranging from 0 to 14 is produced by the sum of all 14 indicators. For each indicator, if a service was present a score of 1 was allocated and 0 if the service was absent, Analysis of this carer data subset revealed that there was a significant association with the provision of information and advice to carers and that this was higher in memory clinics than CMHTs.
Nine services were identified for which there was a significant difference in their availability between memory clinics and CMHTs ( † in Table 3 ). Additional analyses of these data showed that CMHTs (SD ± 2.29, first: 6, Median: 8.5, third: 9) had a more skewed distribution of service provision compared with memory clinics (SD ± 3.03, first: 2.25, Median: 6, third: 8). This suggests both a greater uniformity and larger range of service provision within CMHTs compared with memory clinics.
The relationship between the presence of specific staff members and service inputs provided for people with dementia was explored in further analyses using the indicators of the SITE concept. In CMHTs, the presence of clinical psychologists (P = 0.044) and occupational therapists (P = 0.033) showed a significant association with the provision of therapeutic services. The presence of an occupational therapist also showed a significant association with the provision of information (P = 0.033). Social workers (P = 0.035) and occupational therapists (P = 0.033) were significantly more likely to undertake a larger range of tasks, indicated by their higher SITE score, as compared with other CMHT members.
By contrast, in memory clinics, the findings relating to staff roles and services provided were more varied. The presence of an occupational therapist was associated with all services (support P = 0.000, information P = 0.000, education P = 0.000, and therapy P = 0.001).
Education services displayed a strong correlation with the presence achieved a response rate for almost four-fifths of local authority areas broadly coterminous with CCG boundaries in England.
Teams were larger in CMHTs and employed a wider range of professions undertaking different activities compared with memory clinics. Differences in staff composition between the 2 services reflected the greater use of assistant practitioners in CMHTs. 4 CMHTs tended to employ more unqualified/non-professional staff emphasising their supportive/rehabilitation role whilst the staff mix of memory clinics reflected their diagnostic and information giving roles. CMHTs were also more likely to undertake a broader range of activities, with significant differences between the 2 in respect of 9
indicators, reflecting their different functions. However, the dementia-caregiver dyad was not fully captured in this study because the primary focus of enquiry was upon discrete activities directed towards people with dementia (Table 1) . 13 Hence, the study has provided more detail about support provided to people with dementia compared with that for carers. global objectives (preventing well, diagnosing well, supporting well, living well, and dying well). 18 The present study used primary data collected from NHS Trusts and focused on the "living well" objective.
Our data also provide some insights into staff roles in CMHTs and memory clinics. They confirmed previous research that occupational therapists in CMHTs undertook a specialist role by focussing on the provision of therapy and information. 19 However, our findings also showed that occupational therapists within a memory clinic had a more generic role, contrary to the recommendation by their professional organisation that the majority of their workload should be specialist. 20, 21 Support workers contribute to the care of people with severe and enduring mental health problems in the community.
22
Within CMHTs for older people, it has been reported that they undertook diverse roles and our data confirmed this. 23 However, in memory clinics, they were reported as having a more specific role-the provision of support and education. Other research has suggested that the workload of a social worker in a CMHT is contingent on the structure of the team. 24 Confirming this, the diverse nature of their role was highlighted in this study by their high association with the overall SITE indicator score in both CMHTs and memory clinics.
Research both in England and further afield, has explored the capacity of primary health care to undertake the diagnosis and long-term support of people with dementia. [25] [26] [27] [28] This study explored secondary health care provision for people with dementia and their carers, using a conceptual framework, which described attributes of care measured by indicators derived from a national survey. By linking these components of care with staff groups, the different functions of CMHTs and memory clinics have been highlighted together with areas of overlap, demonstrating opportunities for service substitution and integration within secondary health care. In absence of a cure, the long-term care of people with dementia and their carers requires integrated, cost-effective approaches to health and social care. 29, 30 In this context, these findings suggest 2 areas of future research.
Firstly, exploration of the relative health outcomes for older people with dementia and their carers, and the costs associated with receiving specialist health care within either primary or secondary sectors.
Secondly, the appraisal of the relative benefits of separate and integrated service configurations for diagnosis of dementia and support for those in the later stage of the condition.
